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ABSTRACT

Background. Over half of new cancer cases occur in pa-
tients aged >65 years. Many older patients can benefit
from intensive cancer therapies, yet evidence suggests
that this population is undertreated.

Methods. To assess preferences and influential factors
in geriatric cancer management, practicing U.S. medi-
cal oncologists completed a survey containing four de-
tailed vignettes exploring colon, breast, lung, and
prostate cancer treatment. Participants were randomly
assigned one of two surveys with vignettes that were
identical except for patient age (<65 years or >70
years).

Results. Physicians in each survey group (n � 200)
were demographically similar. Intensive therapy was
significantly less likely to be recommended for an older
than for a younger, but otherwise identical, patient in
two of the scenarios. For a woman with metastatic colon
cancer (Eastern Cooperative Oncology Group [ECOG]

score, 1) for whom chemotherapy was recommended,
nearly all oncologists chose an intensive regimen if the
patient’s age was 63; but if her age was 85, one fourth of
the oncologists chose a less intensive treatment. Like-
wise, for stage IIA breast cancer (ECOG score, 0), 93%
recommended intensive adjuvant treatment for a previ-
ously healthy patient aged 63; but only 66% said they
would do so if the patient’s age was 75. Oncologists com-
monly identified patient age as an influence on treat-
ment choice, but were even more likely to cite
performance status as a determining factor.

Conclusions. Advanced age can deter oncologists
from choosing intensive cancer therapy, even if patients
are highly functional and lack comorbidities. Education
on tailoring cancer treatment and a greater use of com-
prehensive geriatric assessment may reduce cancer un-
dertreatment in the geriatric population. The Oncologist
2010;15:584–592

INTRODUCTION

Population projections suggest that individuals who de-
velop cancer are increasingly likely to be age �65 years [1].
More than half of new cancer cases now involve patients in
this age group [2]. This demographic shift reflects an aging
baby boom population as well as continued increases in lon-
gevity.

Older adults often have distinct characteristics that must
be considered when planning cancer treatment [3]. Older
patients, compared with their younger counterparts, com-
monly have more comorbidities and sensory impairments
and lower physiologic reserves that may or may not be
overt. Although advanced chronologic age is associated
with some treatment toxicities [4, 5], these health impair-
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ments further increase the risk for adverse events [6]. Many
older adults face additional barriers that may threaten treat-
ment outcomes, such as inadequate social supports and lim-
ited transportation. These resource deficits must also be
factored into treatment planning.

The optimal approach to cancer therapy in older adults is
often unclear. Historically, advanced age has been an exclu-
sion criterion in clinical cancer trials, and older adults have
been consistently underrepresented [7, 8]. As a result, high-
level evidence about treatment efficacy and tolerability in this
population is often limited. In recent years, retrospective anal-
yses and modifications to clinical trial designs have attempted
to address this gap. The literature emerging from these efforts
increasingly indicates that many older adults can both benefit
from and tolerate intensive cancer treatments [9–15]. There is
also expanding guidance about strategies that reduce treatment
risks, yet still maintain efficacy [16, 17].

Despite growing evidence of treatment benefit, cancer
in older adults is often undertreated [18–25], which con-
tributes to poor outcomes and can be considered a health
care disparity [26, 27]. This finding is concerning, because
many older adults diagnosed with cancer are in relatively
good health and have potentially many years of life ahead of
them [28]. The benefits of standard cancer therapies for
these patients can be substantial and often outweigh the po-
tential risks. Many factors contribute to the undertreatment
of older adults. Although some of these exert their influence
before an oncology consultation even occurs, oncologists’
misperceptions about life expectancy, therapeutic benefit,
and treatment risks also appear to play a role [18].

The present study further explores the influence of older
age on oncologists’ treatment selection. The study tested
the hypothesis that, all else being equal, standard cancer
therapy is less likely to be recommended to a patient with
advanced age. The study also sought insight into oncolo-
gists’ perceptions of chronologic age and its influence on
their treatment choices. These issues were examined in the
context of lung, breast, prostate, and colorectal cancers, the
leading causes of cancer mortality in the U.S.

METHODS

To assess the impact of age on cancer treatment decisions,
we designed a survey based on vignettes illustrating four
detailed cancer patient cases. The survey was modified so
that an equal portion of respondents would decide on a
treatment approach for two younger and two older cancer
patients. Multiple-choice responses of treatment selection
and open-ended responses for factors involved in this deci-
sion were analyzed to test the hypothesis.

Case Vignette Survey
This study used a survey containing case vignettes to investi-
gate practicing U.S. medical oncologists’ current practice pat-
terns in managing elderly patients with cancer. Four vignettes
were developed for the survey by an expert in medical oncol-
ogy and described patients with either non-small cell lung can-
cer (NSCLC), prostate cancer, breast cancer, or colorectal
cancer. Results from recent research demonstrate that case vi-
gnettes, compared with other methods of measuring processes
of care such as chart review and standardized patients, are a
valid, noninvasive, and cost-effective method. The cases por-
trayed patients at different disease stages and integrated real-
world psychosocial complexities that also might influence
treatment selection. Each case was developed in two versions
that differed with respect to patient age (�65 years or �70
years), but was otherwise identical. Each case was followed by
one or two multiple choice questions asking about the next
step in cancer management and offered options of varying
therapeutic intensities. An open-ended question then asked on-
cologists which case features most significantly influenced
their selected treatment. The cases were distributed among two
instruments (versions A and B), with each version containing
cases featuring two older (aged 72–85) and two younger (aged
58–63) patients, as shown in Appendix 1. A set of standard
demographic questions was added to assess physician and
practice characteristics. The study instrument and protocol
were approved by the Western Institutional Review Board
(Olympia, WA).

Data Collection
Invitations to complete the survey were distributed by e-
mail during March 2009 to a nationally representative ran-
dom sample of physicians specializing in medical oncology
or hematology/oncology identified by the American Medi-
cal Association (AMA) Physician Masterfile. Invitations
were stratified by U.S. Census Bureau–defined regions and
were then randomized to direct oncologists to either the A
or B version of the online survey. Oncologists were issued
up to three invitations and then randomly replaced if they
did not respond. A small monetary incentive was offered
for participation. Oncologists’ responses were considered
eligible for inclusion if they saw patients with at least one of
the four cancer types of interest, were currently seeing �20
patients per week, and estimated that �10% of their pa-
tients were aged �65 years.

Analysis
Demographics were compared between oncologists re-
sponding to the two versions of the survey to ensure the
similarity of the two cohorts. Additionally, these demo-
graphics were compared with the AMA Physician Master-
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file to assess the generalizability of the sample. Descriptive
statistics were conducted on all items of the survey, using �2

analysis to examine differences between the two cohorts
(SPSS, version 17.0; SPSS, Inc., Chicago, IL). The Monte
Carlo method was used for the �2 analyses that involved
cells with small numbers. The open-ended responses were
analyzed by creating dichotomous variables to reflect the
number of times that “age” or “performance status” was
mentioned as an influence on treatment selection.

RESULTS

Sample Characteristics
Of the 202 oncologists who responded to the invitation, 200
met the inclusion criteria and were included in the analysis.
Sample demographic characteristics are shown in Table 1.
Ninety-eight respondents completed survey A and 102
completed survey B. The characteristics of these two

groups were similar with respect to their demographic char-
acteristics and scope of practice relative to the four cancer
types examined. The overall sample is representative of
medical oncologists listed in the AMA Physician Masterfile
with respect to gender and years since medical school grad-
uation, but oncology respondents were more likely to be in
private practice and primarily engaged in direct patient care
(p � .01).

Impact of Age on Cancer Treatment Choice
Response patterns showing oncologists’ recommended
cancer treatments for each of the four vignettes are shown in
Table 2. Each vignette conveyed the patient’s age and func-
tional status, as well as clinical and psychosocial details.
Full descriptions are available in Appendix 1. For two of the
four vignettes, the oncologists’ selected treatments differed
significantly based solely on the age of the patient.

Table 1. Demographic characteristics of medical oncologist respondents

Survey A (n � 98) Survey B (n � 102)
Survey overall
(n � 200)

Gender, % male 81.4% 72.5% 76.5%

Yrs since medical school graduation, mean (SD) 24 (8.7) 24. (9.2) 24 (8.9)

Patients per wk, mean (SD) 94.3 (42.8) 92.5 (41.4) 93.4 (42.0)

Percentage of patients aged �65 yrs, mean (SD) 52.3 (16.3) 54.7 (15.8) 53.6 (16.1)

Major professional activity, %

Direct patient care 95.9% 97.1% 96.5%

Administration 1.0% 1.0% 1.0%

Research 3.1% 2.0% 2.5%

Type of practice, %

Solo 15.3% 10.8% 13.0%

Group 72.4% 72.5% 72.5%

HMO 0.0% 3.9% 2.0%

Academic 8.2% 4.9% 6.5%

Nongovernment hospital 3.1% 3.9% 3.5%

Other 1.0% 3.9% 2.5%

Practice location, %

Urban 45.4% 44.1% 44.7%

Suburban 43.3% 46.1% 44.7%

Rural 11.3% 9.8% 10.6%

Geographic region, %

Northeast 29.6% 26.5% 28.0%

South 30.6% 29.4% 30.0%

Midwest 21.4% 22.5% 22.0%

West 18.4% 21.6% 20.0%

Oncologists randomized to complete survey A or survey B did not differ significantly with respect to any of the variables
shown.
Abbreviations: HMO, health maintenance organization; SD, standard deviation.
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Newly Diagnosed Metastatic Colon Cancer in the
Active Patient
The first vignette featured an active woman with newly di-
agnosed circumferential colon cancer and numerous liver
metastases. The patient is minimally symptomatic (Eastern
Cooperative Oncology Group [ECOG] score, 1) and her

age was varied at either 63 or 85 (see Appendix 1 for full
case description). Oncologists were first asked to choose a
general treatment strategy and then asked to choose a che-
motherapy regimen. The combined responses are shown in
Table 2. Oncologists showed a greater tendency toward
treatment involving chemotherapy for a patient aged 63

Table 2. Cancer treatment recommendations for older and younger patients

Vignette summary Treatment optionsa Younger Older p

Case 1: Newly diagnosed colon cancera 63 yrs 85 yrs .001

Active woman (ECOG score, 1) with newly
diagnosed circumferential, nonobstructing
colon cancer and numerous liver metastases

Surgery of the primary tumor 8.2% 13.7%

Combination chemotherapy 45.9% 40.2%

Single-agent chemotherapy 0.0% 7.8%

Surgery, followed by combination
chemotherapy

13.3% 8.8%

Surgery, followed by single-agent
chemotherapy

1.0% 6.9%

Combination chemotherapy, followed by
surgery

31.6% 18.6%

Single-agent chemotherapy, followed by
surgery

0.0% 2.0%

Palliative care 0.0% 2.0%

Case 2: Hormone-refractory prostate cancer 61 yrs 72 yrs .330

Man (ECOG score, 1) with Gleason score 7
prostate cancer and bony metastases upon
presentation, initially hormone sensitive,
now hormone refractory

Hospice 3.0% 6.1%

Chemotherapy with prednisone and q3w
docetaxel

85.1% 76.5%

Chemotherapy with prednisone and qw
docetaxel

7.9% 12.2%

Chemotherapy with mitoxantrone and
prednisone

4.0% 3.1%

Other 0.0% 2.0%

Case 3: Locally advanced breast cancer 62 yrs 78 yrs �.001

Fit woman (ECOG score, 0) who has
undergone lumpectomy for receptor-
positive, HER-2� stage IIA breast cancer;
she has no significant comorbidities

Anastrozole for 5 yrs 4.1% 7.8%

Trastuzumab for 1 yr and anastrozole for
5 yrs

3.1% 25.5%

Docetaxel q3w with carboplatin for 6
cycles along with qw trastuzumab, then
trastuzumab

42.9% 40.2%

AC for 4 cycles followed by 52 wks
trastuzumab with concurrent paclitaxel
for the first 12 wks, then trastuzumab

50.0% 26.5%

Case 4: Non-small cell lung cancer, stage IIIB 58 yrs 78 yrs .088

Man with unresectable stage IIIB squamous
cell carcinoma of the lung who has an
ECOG score of 2 with significant
comorbidities

Palliative care 13.7% 17.3%

Radiation 10.8% 9.2%

Radiation with carboplatin at reduced
dose

14.7% 27.6%

Radiation with carboplatin and paclitaxel 60.8% 45.9%
aIn the colorectal cancer case, combination chemotherapy refers to regimens such as FOLFOX with or without bevacizumab
or CapeOx with or without bevacizumab; single-agent therapy refers to capecitabine or 5-FU plus leucovorin.
Abbreviations: 5-FU, 5-fluorouracil; AC, doxorubicin plus cyclophosphamide; CapeOx, capecitabine plus oxaliplatin;
ECOG, Eastern Cooperative Oncology Group; FOLFOX, 5-FU, leucovorin, and oxaliplatin; HER-2, human epidermal
growth factor receptor 2; q3w, every 3 weeks; qw, every week.
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than for a patient aged 85 (92% versus 84%; p � .128).
Among the subset choosing to use chemotherapy, treatment
intensity differed significantly by patient age (p � .001).
These oncologists almost universally recommended a com-
bination therapy (either 5-fluorouracil [5-FU], leucovorin,
and oxaliplatin [FOLFOX] with or without bevacizumab or
capecitabine plus oxaliplatin [CapeOx] with or without be-
vacizumab) for the patient if her age was 63, whereas nearly
one in four would choose a single-agent regimen (either
capecitabine or 5-FU plus leucovorin) if this same patient’s
age was 85.

Patient Whose Prostate Cancer Has Become
Hormone Refractory
In a second vignette, a patient, either 61 or 72 years old, was
described who had an initial favorable response to andro-
gen-deprivation therapy for widely metastatic Gleason
score 7 prostate cancer. The cancer had become hormone
refractory. The patient’s ECOG performance status score
was 1 and he had transportation limitations. Age was not
significantly associated with oncologists’ selection among
the available treatment options (p � 0.32) in this vignette.

Locally Advanced Breast Cancer in a Previously
Healthy Woman
The third case portrayed a woman, aged either 63 or 78
years, who underwent lumpectomy with sentinel node bi-
opsy and was staged as estrogen receptor (ER)�/progester-
one receptor (PR)� human epidermal growth factor
receptor (HER)-2� stage IIA (T1N1M0) breast cancer. The
patient was otherwise fit without significant comorbidities
(ECOG score, 0) and had strong social support. Adjuvant
treatment recommendations differed significantly for the
older compared with the younger patient (p � .001). For a

63-year-old patient, 93% of the oncologists said they would
recommend intensive adjuvant chemotherapy. If the patient
was 78 years old, only 66% would make this recommenda-
tion, with 25% of oncologists instead choosing a less toxic
regimen with a biologic agent.

Unresectable NSCLC in a Patient
with Comorbidities
The lung cancer vignette described a man aged either 58 or
78 with unresectable stage IIIB squamous cell carcinoma
(T4N2M0). The patient had significantly diminished func-
tional capacity (ECOG score, 2) and limited English profi-
ciency. Treatment choices varied by patient age, but not
significantly (p � .09). This trend was driven primarily by
those choosing a combined modality option, with fewer on-
cologists recommending standard chemotherapy if the pa-
tient was 78 years old (46%) rather than 58 years old (61%).
In the setting of a poor performance status at either age,
more than one in seven oncologists said they would recom-
mend palliative care for this patient.

Self-Identified Influences on Oncologists’
Selected Treatment Choice
In all four cases, performance status was the most com-
monly cited influence on oncologists’ treatment choices
(Table 3). Patient age was also a frequently cited influence
and was particularly likely to be mentioned in the colon and
breast cancer cases. These cases portrayed active adults
with minimal pre-existing impairments and both were as-
sociated with significant variation in treatment selections
based on patient age. In these cases, age was cited as an in-
fluence without reference to other health parameters by
15%–20% of oncologists. These chronologically focused
oncologists were less likely to recommend intensive cancer

Table 3. Frequency of self-identified influences on oncologists’ selected treatment

Age Performance status

Younger Older p Younger Older p

Newly diagnosed stage IV colon cancer:
Age, 63 yrs versus 85 yrs; ECOG score, 1

23.5% 44.1% .002 59.2% 70.6% .061

Hormone-refractory metastatic prostate cancer:
Age, 61 yrs versus 72 yrs; ECOG score, 1

37.3% 21.4% .011 51.0% 55.1% .541

Locally advanced breast cancer, HR�, HER-2�:
Age, 62 yrs versus 78 yrs; ECOG score, 0

24.5% 39.2% .018 41.8% 51.0% .124

Non-small cell lung cancer, stage IIIB:
Age, 58 yrs versus 78 yrs; ECOG score, 2

21.6% 31.6% .073 61.8% 67.3% .249

Shown is the percentage of oncologists citing age or performance status as an influence on their treatment choice in open-
ended questions.
Abbreviations: ECOG, Eastern Cooperative Oncology Group; HER-2, human epidermal growth factor receptor 2; HR,
hormone receptor.
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therapies than those who cited favorable health indices as
influential.

Oncologists tended to mention age more frequently as
patient age increased, but this was not always the case. In
the context of prostate cancer, physicians were more likely
to comment on age for a patient aged 61 rather than an older
patient, aged 72. This suggests that oncologists may be par-
ticularly influenced by a patient’s age when it falls outside
the usually expected range.

DISCUSSION

Findings from this study confirm our hypothesis and offer fur-
ther evidence that older adults are less likely than younger
patients to be offered standard cancer therapies. The impact
of this health care disparity is particularly well illustrated in the
two cases describing individuals who were active and rela-
tively healthy at the time of their diagnosis. Although cur-
rent evidence suggests that older patients with these
characteristics should be treated with standard therapies
[16], a segment of physicians surveyed favored less inten-
sive treatment options for this population. The age dispari-
ties observed in this study are consistent with those from
other studies using survey methodology [29, 30], as well as
from retrospective studies of cancer care [18, 21, 25].

Oncologists in this study were often overtly aware of age
as an influence on their treatment recommendations. How-
ever, an even larger portion of oncologists based their treat-
ment recommendations on functional status. The relative
importance of age and functional status on clinical decision
making appears to be important. When choosing treatment for
patients with few limitations, oncologists who focused on
chronologic age favored conservative treatment regimens,
whereas those who focused more globally on health indices
such as performance status or a lack of comorbidities more fre-
quently favored treatments that carried a greater risk but were
also more likely to reduce or delay cancer mortality.

The findings from this survey have some limitations.
Participating medical oncologists differed somewhat from
those in the AMA Physician Masterfile and were more
likely to be in private practice, rather than academic set-
tings. Community-based oncologists often work closely
with referring physicians and their approach to older adults
may be influential within this network. In some studies,
these community-based oncologists appear to be less ag-
gressive in treating older adults than academic clinicians
[31].

In this study, oncologists were asked about their recom-
mendation, but were only able to offer one option. In clin-
ical practice, however, physicians may commonly discuss
the range of available options, noting which seems most ap-
propriate for a given patient. Thus, intensive cancer thera-

pies may not be overtly withheld from older patients.
Instead, there is some evidence that patients may receive
too little information from their physician to choose among
the options that are presented [32]. Further studies examin-
ing how patient age influences physician communication
when discussing treatment options may be informative.

These findings highlight the critical importance of com-
prehensive geriatric assessment (CGA) in oncology care,
which is advocated by guidelines and provides a more
finely detailed measure of functional capacity and health
status [33]. CGA can also unmask problems that are rela-
tively unique to older adults, such as dementia and subtle
gait disturbances. Collectively, this information can help to
identify patients with above average life expectancy who
are likely to benefit from standard chemotherapy. By
prompting a proactive response to relevant health problems
and resource needs during treatment planning, CGA may
also improve patient outcomes [34]. Brief screening tests
such as the “timed up and go” test or the Vulnerable Elders
Survey can be used to rapidly identify patients with signif-
icant impairments who may especially benefit from CGA
[35, 36]. Patients with abnormal screens can be further eval-
uated to determine whether they can benefit from treatment
if special precautions are taken or whether they are too frail
for intensive therapy. Hurria and colleagues developed a
CGA instrument based on patient self-report, making a de-
tailed evaluation more feasible for busy oncologists [37].

CONCLUSION

All else being equal, oncologists are less likely to recommend
intensive, but beneficial, cancer therapies to older adults.
Treatment planning for older adults must look beyond simply
chronologic age and should consider multiple indices of health
as well as patient resources to support the cancer treatment
process. The use of CGA methods can facilitate this process by
improving life-expectancy estimation and identifying subtle
gerontologic issues that might influence a patient’s treatment
experience. Older adults are prevalent in oncology practices,
but high-level evidence about how to best care for them is
sometimes lacking. Several resources have been developed
that seek to address this void. Newer clinical trials are helping
to address the current evidence gap and will hopefully identify
additional treatment regimens that are both effective and tol-
erable for older adults.

APPENDIX 1: CASE VIGNETTES

Case 1: Colon Cancer
The patient is a 63 (85)-year-old white woman who volun-
teers in her church office. During evaluation of a hemoccult
positive stool and increasing fatigue, she was found to have
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a nonobstructing circumferential mass in the ascending co-
lon, biopsy positive for adenocarcinoma. Further workup
revealed multiple inoperable liver metastases. Other than
well-controlled hypertension, she had been healthy for
most of her life and was still actively taking care of her yard
and garden. Her ECOG performance status score is 1. Her
husband, who accompanied her to the follow-up visit, is a
retired surgeon and asks you several questions on the vary-
ing methods of treatment.

1. What initial treatment plan would you recommend to
this patient? (select only one)
Y Surgery of the primary tumor
Y Chemotherapy
Y Surgery of the primary tumor, followed by adjuvant

chemotherapy
Y Neoadjuvant chemotherapy, followed by surgery of

the primary tumor
Y Palliative care and hospice referral

2. If chemotherapy was planned, which of the following
regimens would you choose? (select only one)
Y 5-FU and leucovorin
Y Capecitabine
Y FOLFOX
Y FOLFOX plus bevacizumab
Y Other: ________________

3. What factors in this case most significantly influence
how you would treat this patient? (list up to three fac-
tors)

Case 2: Prostate Cancer
The patient is a 61 (72)-year-old white man who presented
with bone pain and was found to have a prostate-specific
antigen level of 124 and multiple blastic metastases
throughout the skeleton. His daughter insists on accompa-
nying him to all appointments but works across town and
must take time off work to pick her father up for each visit
to your office. Biopsy of the prostate revealed Gleason
score 7 adenocarcinoma. He was treated with goserelin
with a good response. The cancer eventually progressed. He
received sequential treatment with bicalutamide, then an-
drogen withdrawal, then ketoconazole and hydrocortisone.
Four years after diagnosis, his prostate cancer was deemed
to be hormone refractory. His ECOG performance status
score was 1. Neither the patient nor his family understand
much about the condition and possible treatments, and they
prefer not to have an active role in making decisions.

4. What would be your next step in this patient’s manage-
ment? (select only one)
Y Hospice referral

Y Chemotherapy with prednisone and docetaxel every
3 weeks

Y Chemotherapy with prednisone and docetaxel once
per week

Y Chemotherapy with mitoxantrone and prednisone
Y Other: _______________

5. What factors in this case most significantly influence
how you would treat this patient? (list up to three fac-
tors)

Case 3: Breast Cancer
A 62 (78)-year-old white woman presented with a mammo-
graphically detected 2-cm breast mass, which on biopsy
was a high grade, ER�/PR� HER-2� adenocarcinoma. The
patient would like to avoid mastectomy, but is open to all
other treatment options. She undergoes lumpectomy and
sentinel lymph node biopsy. One lymph node shows a mi-
croscopic focus of metastasis measuring 1 mm and her
breast cancer is staged as IIA. The patient lives with her
daughter, who usually accompanies her to appointments.
She exercises every day and seems very fit for her age
(ECOG score, 0). She is on multivitamins and has no his-
tory of heart disease, diabetes, or hypertension. Her ejection
fraction is 68%.

6. Would you recommend radiation treatment for this pa-
tient?
Y Yes
Y No

7. Which of the following adjuvant regimens would you
consider most appropriate for this patient? (select only
one)
Y Anastrozole for 5 years
Y Trastuzumab for 1 year and anastrozole for 5 years
Y Docetaxel given every 3 weeks with carboplatin for

six cycles along with weekly trastuzumab, then fol-
lowed by trastuzumab every 3 weeks for 1 year

Y Doxorubicin and cyclophosphamide for four cycles
followed by 52 weeks of trastuzumab with concur-
rent paclitaxel for the first 12 weeks, then trastu-
zumab for up to 1 year and anastrozole for 5 years

8. What factors in this case most significantly influence
how you would treat this patient? (list up to three fac-
tors)

Case 4: Lung Cancer
The patient is a 78 (58)-year-old Hispanic man who has
smoked two packs of cigarettes per day since he was 18. A
chest x-ray revealed a large left upper lobe mass. Staging
evaluation demonstrated mediastinal adenopathy, and the
patient was diagnosed with squamous cell carcinoma of the
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lung, clinical stage IIIB (T4N2M0). He had a history of
myocardial infarct 3 years prior to diagnosis, with stent
placement for two-vessel coronary artery disease. His
forced expiratory volume was 1.7 l/minute. He lives a sed-
entary lifestyle in his own home and is able to perform all
his own activities of daily living slowly, but independently
(ECOG score, 2). On physical exam, he appears his stated
age and walks with a cane. He does not speak English well
and is assisted by his son for translation as well as mobility.
The lung cancer was deemed to be unresectable, and you
discuss options of chemotherapy and radiation therapy with
the patient and his son.

9. What would be your next step for this patient? (select
only one)
Y Palliative care
Y Radiation
Y Radiation with carboplatin at a reduce dose

Y Radiation as well as carboplatin and paclitaxel
10. What factors in this case most significantly influence

how you would treat this patient? (list up to three fac-
tors)
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